Introduction
Uveal melanoma is the most common primary intraocular malignancy in adults [1] . The two most important clinical variables associated with survival are size and cell 
Case Report
A 49-year-old woman without previous systemic medical history or allergies was evaluated at the emergency room of the University District Hospital Medical Center, Río Piedras, Puerto Rico due to progressive generalized weakness of 2 weeks' duration. Her past medical history included a slowly enlarging ocular mass that had been present for 7 years. At presentation, she complained of difficulty eating, drinking, and breathing due to mass compression of the facial structures and the associated constant putrid odor. The patient stated that the first sign of the mass had been a dark spot on the iris of her right eye. Five years prior she had developed sudden loss of vision. She denied foreign body sensation, pain, or visual symptoms when first noticing the lesion. As the tumor replaced the ocular tissues, she complained of foreign body sensation, inability to close the eyelids, spontaneous tumor necrosis, and bleeding. Pain was not reported at any stage. She also denied seeking prior medical evaluation due to religious ideation.
A complete ophthalmologic examination was performed. Bestcorrected visual acuity was 20/30 PH 20/20 in her left eye using the Snellen chart. Intraocular pressure as measured by applanation tonometry was 15 mm Hg in her left eye. The right orbit had an exophytic, multilobulated, pigmented, putrid mass with associated necrotic tissue ( Fig. 1 ) . No globe structures were present. Examination of the contralateral eye was then performed. The cornea was clear. The anterior chamber was deep and quiet. The pupil was round and reactive to light. The lens was clear. Dilated fundus examination showed a clear vitreous, pink optic nerve with a 0.2 cup, intact foveal contour, vessels of normal size and pattern, and unremarkable retinal periphery. Laboratory workup showed a hemoglobin level of 3 g/dL consistent with microcytic hypochromic anemia. The patient underwent multiple packed red blood cell transfusions until hemoglobin was 12 g/dL.
A magnetic resonance imaging study of the brain, orbits, and neck with and without gadolinium showed a large exophytic mass arising from the right orbit. It demonstrated the mass occupying the intra-and extraconal spaces with replacement of the extraocular muscles, eye globe, and optic nerve, without gross intracranial extension ( Fig. 2 ) . Abdominopelvic computed tomography revealed multiple intrahepatic masses. Thoracic computed tomography was remarkable for a left upper lobe pulmonary nodule with associated bilateral pleural effusions.
Incisional biopsy of the mass was performed. Microscopic examination revealed a neoplastic lesion composed of sheets of pigmented cells with irregular vesicular nuclei of various sizes and shapes, and dilated blood vessels with areas of hemorrhage. Immunohistochemical stains were positive for HMB-45 and Melan A with high Ki67, but negative for S100. The endothelial cells were positive for CD34 and CD31. Immunostains confirmed the diagnosis of malignant melanoma of the orbit.
The patient was then educated about her poor prognosis. A significant discussion was undertaken explaining the different palliative strategies. She elected to try to reduce the orbital tumor burden to improve her quality of life. Selective intra-arterial embolization was considered prior to exenteration to minimize intra-and postoperative hemorrhage. Partial excision of tumor was not considered because of the potential for poor hemostasis. Digital subtraction angiography showed hypervascularity mainly supplied by branches of the internal ( Fig. 3 ) and external carotid arteries. The ophthalmic artery was the only branch involved from the internal carotid artery. Branches from the internal and external carotid artery were selectively embolized using coils, with an approximately 70% reduction in blood flow ( Fig. 4 ) . One day after embolization, exenteration was attempted but aborted due to insufficient hemostasis during the initial supraorbital incision. The patient was then discharged home with palliative care.
Three months after discharge the patient returned to the clinic for evaluation. Significant reduction in tumor burden was present ( Fig. 5 ) . She reported improved quality of life and did not want further intervention. Nine months after initial presentation, the patient died of complications arising from metastatic hepatic disease.
Discussion
Extraocular extension of uveal melanoma continues to represent a therapeutic challenge. The prognosis is poor once extraocular extension is present. Due to the rarity of extensive extraocular extension in uveal melanoma and limited reports, there is lack of consensus as to the best management strategy. The most common treatment options include isolated resection and modified enucleation or exenteration combined with radiotherapy or other forms of adjuvant therapy [5] [6] [7] [8] [9] [10] [11] [12] [13] .
Uveal melanomas arising from the iris tend to follow a nonaggressive clinical course compared to choroidal melanomas [11] . Iris melanomas are usually deeply vascularized tumors that may cause spontaneous hyphema; however, metastases are rare in iris melanomas. The origin of the tumor in this case is unclear. It is unlikely to have originated from the iris. The tumor may have originated from a posterior uveal melanoma that may have extended through the iris.
Massive orbital extension of posterior uveal melanoma is exceedingly rare and is usually seen in patients who refuse treatment [12] . Therapy is typically palliative, with exenteration being the main option to decrease the tumor burden and improve the quality of life [13] . In this case, the abundant vascular supply of the tumor combined with the chronic anemia carried a significant mortality risk at the time of resection. Therefore, selective intraarterial embolization was attempted to decrease the vascular supply prior to exenteration. However, embolization did not preclude significant bleeding during surgery that impeded safe completion of the exenteration. This case is unique because selective intra-arterial embolization of the vascular supply of the tumor allowed significant reduction of the tumor burden without exenteration 3 months after treatment. As seen in our case, embolization of extensive orbital melanoma may provide adequate palliative care to some patients. Future studies are needed to better understand whether embolization can be successfully used in combination with other forms of treatment. External beam radiation may be considered preoperatively to decrease tumor burden [13] . Post-exenteration external radiotherapy (3,000-4,000 cGy) can be considered in cases who have not received previous radiotherapy. However, in cases with massive orbital extension, the risk of preoperative radiation may be higher than that of surgical resection or embolization. Post-exenteration external radiotherapy may carry less morbidity in such cases.
The prognosis at the time of diagnosis remains an important topic. Patients with uveal melanoma and metastasis should be educated about the poor prognosis. Selective intra-arterial embolization may provide adequate palliative care in select patients with advanced extrascleral uveal melanoma.
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